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Cutaneous Leiomyoma Mimicking a Keloid
Dear Editor,
Cutaneous leiomyomas (CL) are rare, benign 
smooth muscle tumors of the skin (1). There are 3 
subtypes with different origins and histopathologic 
features: piloleiomyoma, genital leiomyoma, and an-
gioleiomyoma (2). Pilar leiomyoma is the most com-
mon subtype originating from arrector pili muscles of 
pilosebaceous unit. It presents as painful solitary or 
multiple papulonodules (2,3). 
A 30-year-old woman presented to our outpatient 
clinic with numerous painless, itchy papules on her 
gluteal region that had been present for 10 years. 
Dermatologic examination revealed red-brown, 
smooth, grouped papulonodules on bilateral glu-
teal regions (Figure 1). These lesions had appeared 
after intramuscular injections and had increased in 
number. Family history was unremarkable. A punch 
biopsy was performed with pre-diagnoses of keloid 
and tumoral infiltration. Histopathologic examina-
tion showed neoplastic infiltration with large bundles 
of spindle-like smooth muscle cells with acidophilic 
cytoplasm under epidermis (Figure 2). Neoplastic 
cells were stained by smooth muscle markers actin 
and caldesmon (Figure 3). Based on the clinical and 
histopathological findings the diagnosis of pilar leio-
myoma was established. Pelvic and renal ultrasono-
graphic examinations were normal. The patient’s le-
sions were asymptomatic except for mild itching and 
she is currently in follow-up without any treatment.
Pilar leiomyomas mostly manifest around the 
ages of 10 to 30 and are located on the trunk and ex-
tensor surfaces of the extremities. Lesions are firm, 
red-brown or skin-colored papulonodules with diam-
eters varying from several mm to 2 cm (2). Differential 
diagnosis includes dermatofibroma, neurofibroma, 
smooth muscle hamartoma, neuroma, adnexal tu-
mors, and painful papulonodular lesions such as glo-
mus tumor (1,2).
Our case clinically resembled keloid with red-
brown, stiff nodules with epidermal thinning. In the 
literature, a patient with cutaneous pilar leiomyoma 
was diagnosed with eruptive keloid and treated with 
cryotherapy and intralesional steroid injections be-
fore histopathologic verification of pilar leiomyoma. 
He had multiple painless, red-purple papulonodules 
on the chest and arms (3). The case of a 53-year-old 
man with a history of multiple firm and painful le-
sions on the back showing segmental distribution 
and diagnosed with keloid-like leiomyoma was also 
reported (4). CL should be considered in the differen-
tial diagnosis of keloid-like lesions with atypical loca-
tion and that are resistant to treatment.
Cutaneous leiomyomas have different clinical 
presentations and many differential diagnoses, but 
CL can be diagnosed by histopathological examina-
tion. In all CLs, histopathologic examination shows 
bundles of spindle-shaped smooth muscle cells with 
eosinophilic cytoplasm, a cigarette-like nucleus, and 
a perinuclear halo. Smooth muscle markers actin 
and desmin are routinely positive. Histopathologic 
examination in our case also revealed bundles of 
Figure 1. Red-brown, smooth, grouped papulonodules on the upper outer quadrant of the bilateral gluteal regions.
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spindle-like smooth muscle cells with large acido-
philic cytoplasm; smooth muscle markers actin and 
caldesmon were positive.
While solitary lesions are frequently sporadic cas-
es, multiple lesions may be related to hereditary con-
ditions such as Reed’s syndrome (multiple cutaneous 
and uterine leiomyomatosis), hereditary leiomyoma-
tosis, and renal cell cancer (2). These two hereditary 
conditions have been reported to be associated with 
a heterozygous germline mutation in fumarate hy-
dratase gene (4). Our patient was considered a spo-
radic case due to lack of family history and uterine 
leiomyoma and normal renal ultrasonography.
Treatment of CL depends on the number of le-
sions and presence of symptoms (1). Surgical excision 
is the gold standard in the treatment of solitary and 
self-limiting lesions (2). However, recurrence can be 
more commonly observed in patients with multiple 
lesions (1). Drugs targeting smooth muscle contrac-
tion such as nifedipine, nitroglycerin, and phenoxy-
benzamine are recommended for pain management. 
Methods such as cryotherapy and carbon dioxide la-
ser ablation have been tested but their efficacy was 
found to be limited (1,2). In our patient, lesions were 
asymptomatic and few in number; we thus suggested 
follow-up without any treatment.
CL are rare benign smooth muscle tumors of the 
skin. They are difficult to diagnose by clinical evalu-
ation, but the diagnosis can be established by his-
topathologic examination. In patients with atypical 
keloid-like papulonodular lesions like our patient, 
pilar leiomyoma should be considered and histo-
pathologic examination should be performed for the 
diagnosis.
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Figure 2. Mesenchymal tumor with bundles of spin-
dle-like cells under the epidermis (hematoxylin and 
eosin ×100).
Figure 3. Cytoplasmic positivity of caldesmon in 
spindle-like cells (E89 ×100).
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